Original Clinical Article Slipped capital femoral epiphysis: a spectrum of surgical care and changes over time
Introduction
Treatment options for slipped capital femoral epiphysis (SCFE) range from in situ single screw fixation to more complex surgeries, such as osteotomy with or without surgical hip dislocation. 1, 2 Residual deformity or complications that have arisen from the initial treatment may require further surgical procedures. Most studies of SCFE treatment involve the techniques and/or outcomes of one particular method or, occasionally, a comparison of two. To our knowledge, there is no study following a large cohort of patients over a spectrum of care. Such information would be very valuable to the treating physician so as to more fully inform the parents of a child with SCFE, upon initial visit/presentation, what a potential treatment course is. It is the purpose of this study to survey a spectrum of surgical care in children with SCFE.
Patients and methods
Data for this study were obtained from the Pediatric Hospital Information System (PHIS), an administrative database that contains inpatient, emergency department, ambulatory surgery and observation encounter-level data from over 45 not-for-profit, tertiary care paediatric hospitals in the United States. These hospitals are affiliated with the Children's Hospital Association (Overland Park, KS). Data quality and reliability are assured through a joint effort between the Children's Hospital Association and participating hospitals. Portions of the data submission and data quality processes for the PHIS database are managed by Truven Health Analytics (Ann Arbor, MI). For the purposes of external benchmarking, participating hospitals provide discharge/encounter data including demographics, diagnoses and procedures. Nearly all of these hospitals also submit resource using data (e.g. pharmaceuticals, imaging and laboratory) into PHIS. Data are de-identified at the time of data submission and data are subjected to a number of reliability and validity checks before being included in the database. For this study, data from 49 PHIS hospitals were used. The study was determined to be exempt by our local Institutional Review Board.
From the PHIS database, the following information was obtained for the years between 2004 and 2015 for all patients having an ICD9 diagnosis of 732.2 (nontraumatic SCFE): gender; ethnicity; hospital; medical record number; date of birth/admission/discharge; type of admission; length of stay; disposition; and treatment(s) rendered. Treatment episodes for non-SCFE-related issues were deleted (e.g. emergency room visits for asthma, etc). Since this study straddled the transition between ICD9 and ICD10 codes (the last three months of 2015), only data using ICD9 codes were used to minimise errors in reporting that must certainly have occurred in the early ICD10 reporting era.
Statistical analyses
Continuous data are reported as the mean ± 1 standard deviation. Discrete data are reported as frequencies and percentages. Analyses between groups of continuous data were performed with non-parametric tests (Mann-Whitney U test: two groups; Kruskal-Wallis test: three or more groups) due to skewed non-normal distributions. Differences between groups of discrete data were analysed by Fisher's exact test (2 × 2 analyses) or the Pearson's χ 2 test (>2 × 2 analyses). Trends over time were analysed using linear regression to obtain a linear fit, r 2 and p-value. Statistical analyses were performed with Systat 10 software (Chicago, IL, USA, 2000). For all statistical analyses, p < 0.05 was considered statistically significant.
Results
A total of 13 168 procedures were performed in 11 058 unique SCFE patients, or 1.2 per patient. The number of procedures performed was one in 9219 patients (83.37% of the procedures), two in 1613 (14.59%), three in 192 (1.74%), four in 25 (0.23%), five in seven (0.06%) and six in two patients (0.02%). The diagnoses for which these procedures were performed are shown in Table 1 and the types of surgical procedures are shown in Table 2 . The vast majority were performed for treatment of the SCFE (96.4%).
The procedures were designated as either primary or secondary (Tables 3 and 4 ). Primary procedures (Table 3) were considered to be those performed for the initial treatment of the SCFE and were defined as internal fixation in situ, closed and/or open reduction with internal fixation, and epiphysiodesis; all others were considered to be secondary. Secondary procedures were subsequently divided into reconstructive (osteotomy, hip reconstruction, implant removal) and salvage (hip replacement and arthrodesis) ( Table 4) . Although osteotomy may be either a primary or secondary procedure, the number of osteotomies performed as a percentage of all procedures was small (396, 3.01%) and was arbitrarily designated as secondary. This arbitrary designation is supported by the fact that the average age of the patients in the primary procedure group was 12.5 ± 1.8 years compared with 14.6 ± 2.4 years for the osteotomy group. The majority of the procedures performed (11 693, 88.8%) were for the initial treatment of the SCFE, with the remaining (1475, 11.20%) being secondary. There was significant variation in the ratio of primary and secondary procedures by institution (Fig. 1) . The procedures were also divided into those treating the SCFE itself (n = 12 702, 96.46%) and those due to a complication of SCFE treatment (n = 466, 3.54%) ( Table 5) . A complication was defined as a fracture, avascular necrosis, infection, dislocation of the hip or problems with internal fixation.
Trends over time
There was a statistically significant increase in the number of secondary procedures over time (Fig. 2) , as well as all complications of treatment and implant removal (Fig. 3) . There was no change in the diagnosis of avascular necrosis. There was a significant decline in in situ fixation . and epiphyseodesis as the initial SCFE treatment (Fig. 4a ) with a significant increase in open reduction and internal fixation (Fig. 4b) . For the analysis of complications, 2015 data were excluded, since many complications may not become apparent for at least one year after the index procedure. Terminating the analyses at 31 December 2014 was done to minimise this concern.
Hip replacement and arthrodesis
Hip replacement or arthrodesis is a salvage procedure for any SCFE patient, and these were specifically investigated. Hip replacement was performed in 48 and arthrodesis in 15 patients. These 63 patients underwent a total of 111 procedures; there was no difference in the average number of procedures between the two groups (1.6 ± 0.7 arthrodesis, 1.8 ± 0.9 hip replacement, p = 0.65). The average age at the initial SCFE treatment, although not statistically different between the hip replacement (13.3 ± 1.5 years) and arthrodesis (12.1 ± 1.3 years) groups (p = 0.069), demonstrated a trend towards significance. The average age at the time of hip replacement (15.3 ± 2.8 years) was older than for arthrodesis (13.7 ± 2.8 years) (p = 0.042). There were no differences by gender. There was a difference by race; four of the 29 (14%) Caucasian patients underwent arthrodesis compared with seven of 16 (44%) Black patients (p = 0.035). 
Discussion
The limitations of this study must first be acknowledged. with the modified Dunn osteotomy approach. [4] [5] [6] [7] At the same time, there was an increase in the percentage of surgical cases for complications as well as implant removal. There was no significant change in the percentage of cases for the treatment of avascular necrosis (AVN). It is well known that AVN is primarily associated with unstable SCFEs [8] [9] [10] [11] [12] and/or osteotomies close to the physis. 13 The PHIS data are not detailed enough to know the stable/ unstable nature of the SCFE or the exact type of osteotomy (e.g. intertrochanteric, basilar neck, transphyseal) or other hip reconstructions that were performed since it uniformly uses the ICD9 PX codes. The more detailed CPT codes are infrequently entered.
The average number of surgical procedures in patients with SCFE was 1.2, with as many as six. The majority (88.8%) were performed for initial SCFE treatment, with the remaining (11.20%) being subsequent procedures. Depending upon the hospital, this percentage varies widely. This is important information when counselling a family whose child has been newly diagnosed with a SCFE. The initial procedure may be followed by subsequent procedures 11% of the time; each physician should know his/ her own hospital's data for this percentage of subsequent procedures so as to counsel the family properly.
There are several potential explanations for the marked differences in primary and secondary procedures by hospital. One explanation is that it represents different philosophies of treatment, with some hospitals being more aggressive in later re-alignment/reconstructive procedures, especially with the recent interest in hip preservation. 3, 7 The other is that certain hospitals are more of a referral centre for such hip preservation procedures skewing their data. Most likely it is a combination of both.
The final question is the increasing number of complications seen over time. Does it reflect the increasing number of more complex procedures, such as open reduction internal fixation via a modified Dunn osteotomy, [14] [15] [16] [17] and will it decrease after a learning curve with only select surgeons performing the procedure? 14, 16 The hip preservation aspect of such surgeries will not be known until there is long-term follow-up, at least 20 to 30 years after the index procedure. 18 All of these questions need to be revisited ten to 20 years from now to understand the outcomes and changes in SCFE treatment presented here. 
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